Although there is no department of medicine, which is not to some extent, at any rate, interested in syphilis, the dermatologist at least can claim that 99 per cent. of the patients affected by this protean malady exhibit cutaneous lesions, and in the vast majority of cases it is owing to the appearance of these that medical help is solicited by the sufferer.
For convenience of description it has always been customary to classify the cutaneous lesions of syphilis into three main groups corresponding to the epoch of the illness in which they make their appearance, viz., primary, secondary, and tertiary. There are enormous differences between the various cutaneous manifestations of the disease, but there are also one or two features which are common to them all. The first is the tendency of the lesions to become indurated. This is particularly noticeable in the primary and the tertiary stages. In the secondary period, which is usually distinguished by a general efflorescence consisting for the most part of a macular rash, it is often impossible to be positive of the induration of any individual macule, although in severe cases when the macules thicken into papules and even into nodules, the characteristic hardness then becomes obvious. Another general feature is the colour of the lesions which are characteristically of a coppery tint, and still another is the absence of all subjective symptoms such as pain and irritation in the sites affected. Apart from these features there is no disease the lesions of which are more truly polymorphic than those of syphilis.
To proceed now to a more detailed description of the successive stages of manifestation, the typical primary lesion, as every student knows, is the celebrated Hunterian chancre usually occurring somewhere on the external genitalia, but exceptionally in other positions, e.g. on the lip, or when contracted by attendants on the sick, in the course of their professional duties, on the finger.
The incubation period of the primary lesion varies from ten to ninety days, with an average of about twenty-one. It exhibits to a very intense degree the induration which has already been mentioned as characteristic of the disease. Round or oval in shape, the surface is slightly eroded, exuding a little clear serum. In the majority of cases it is accompanied by a discrete and painless enlargement of the neighbouring lymph glands, which is usually labelled with the adjective "shotty." They never suppurate. Untreated The form of psoriasis which is most likely to be mistaken for syphilis is an acute outbreak of guttate lesions such as sometimes occurs as the first sign of the disease. In such a case in addition to the above rules the absence of mucous lesions is a great help in excluding syphilis. It is not often that the exanthemata can be mistaken for secondary syphilis, but I have known a profuse roseola to be mistaken for measles until the discovery of a healing primary chancre on the lip, and the presence of enlarged glands, settled the diagnosis, and as regards drug eruptions a copaiba rash may sometimes imitate a roseola, and it must be borne in mind that copaiba is administered (or rather perhaps used to be administered) for gonorrhoea, and therefore the development of such a rash might easily suggest that the patient had acquired a double infection. A patchy eczema has been known to be diagnosed as syphilis, but there is really not much excuse for this as the patches of eczema are mostly found on the limbs rather than on the trunk and they are always associated with pruritus, there are usually out-lying follicular papules and the edges of the patches are usually irregular and ill-defined. Seborrhoeic dermatitis (Duhring), should also present no difficulty. The scurfiness of the scalp, the localisation of the lesions to the mid-axial lines and the folds of the axilla and groin, and the absence of induration should suffice to distinguish it.
Tertiary syphilides may make their appearance at almost any time after the first few months of the disease. In severe and untreated (or inadequately treated) cases, severe secondary lesions gradually merge into severe tertiary. But more commonly there is a latent period which may be anything from a few months to forty years, during which there is nothing to be seen. The tertiary manifestations of syphilis differ very considerably from those of the secondary stage. They still exhibit the general characteristics of induration and coppery tint, but they display no tendency to symmetrical distribution, and they are far more prone to ulceration. Frequently there is a single lesion only, or at least a single group of lesions. They may be situated anywhere on the cutaneous surface, and the differential diagnosis presents a problem which varies to some extent according to the situation. Two characteristics are very helpful in identifying late syphilides:-(I) Their arciform or circinate configuration, and (2) The sharp margins of the lesions. This applies not only to the nodule or gumma, but also to the tertiary ulcer which, we may remind readers, has earned it the description "punched out." Tertiary syphilides as a rule leave scars, always if ulceration has taken place, and sometimes even after nodules. The characteristic scar is papery, and very often there is peripheral pigmentation around it.
Special types of tertiary syphilide:-(I) The Gumma. This is the classical lesion of tertiary syphilis, and consists of a dense subcutaneous infiltration which softens and breaks down, leaving the typical punched out ulceration. It is found most often on the legs below the knee, and on the scalp. 
